Division of Madicaid New: Data:

State of Mississippl Revised: X Date: 0704104
Provider Polloy Manual Current: 1]
Section: Transplants Section: 28.01
. Pages: 1
_Subject: Introduction Cross Referance:

Medicaid, as aulhorized by Title X1X of the Social Securily Act, is & federal and slate program of medicat
asaistance to gualified individuals. Each state designates a-state agency as the single stale agency for
the administraflon of Medicaid. Stale law has designated the Division of Medicaid, Office of the
Governor, a2 the single atale sgency o adminlster the Medeaid program in Mississipgi,

DO will pay routine Mississippt Medicaid benefits for all covered, medically necessary, and reasonable
charges for solid organ and bone marrow! peripheral stem gell fransplants (inchsdes—parphoralctorm-soll)
that are prior approved, All solid organ or and bone marowpenpheral stem cell ransplants, (ishsdes
peripherat-siem-cefl), with the exception of kidney and cormea transplanls, must be prior guthorized by
RO -regardless of the age of the beneficlary or the diagnasis. Al policies in this section are applicable to
solld organ transplants and lo sl inpstientioutpstient bone marrowiperpheral stem cell transplants.
[méud&s—paﬂplwﬁ—emm—aauh—ﬁemmudﬂﬂpﬁﬂﬂm ﬁﬂd—hﬂﬂ&—mam—!mn&planm {inchidas perpharal
slesn-solll-perarmed-oulpatient  Panoress ransplonts-aren Ar HAFE PRI OF
Wirﬂnsmamm 1 a_r@glant sarvicas nol mve_rﬂd by DOM inglide
pancreas fransplants and bone marrow/peripheral stem cail ransplants for breast cangear,

A transplant provider's participation in the Missiesippl Medicaid program is entirely voluntary.  Howaver, |f
a provider does choose (o parficipate in Medicaid, the provider must accepl the Madicaid payment as
payment in full for those services covered by Medicald. The provider cannot charge the bensficiary the
difference between the usual and customary charge and Madicaid's payment,  The provider cannot
accept payment from the beneficiary, bill Medicaid, and then refund Meadicasd's payment to the
beneficiary. Services not covered under the Medicaid program can be billed directly to the Medcsid
beneficiary,

The: Mississippi Medicald program purchases needed heallh care services for baneficlares as determined
under the provision of the Mississippi Medical Assistance Act. DOM is responsibie for formulating
progeam policy. DOM siaff is directly responsible for the administration of the program, Under the
direction of DOM, the fiscal agem |s responsible far processing claims, ssuing payments to providars,
gnd for notifications regarding billing. Medicaid Poficy as it relates to these factors & initisted by TOM,
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Division of Madicaid Mew: Data:

State of Missizssippl Revised: I:Iatn nardmr
Providar Polley Manual Currant:
Section: Transplants Section; ZB.01

Pages: 1

Subject: Introduction Cross Referance:

Medicaid, 2s aulhorized by Titke X1¥ of the Social Security Act, is & federal and state program of medical
assislance to gualified individuals. Each stsle designates a state agency &s the single state agency for
the adminisiration of Meadicaid. State law has designated the Division of Medicaid, Office of the
Governor, as the single siste agency fo adminisier the Medicaid programny in Mississippi,

DOM wall pay routine Mississippi Medicaid benefits for all covered, medically necessary, and reasonable
charges for solid organ and bone marrowlperipheral stem cell fransplants thal are prior approved, Al
sobd organ and bone marrow/peripheral stem cell transplants, with the exception of kidnay and cornea
Iransplants, must be prior authorized regardiess of the age of the beneficiary or the diagnosis, All poliches
in this secton are applicable fo sofid organ fransplants and to &l inpatentoulpatient bone
marrow/peripheral stem call Iransplants  Transplant services not covered by DOM Include pancraas
transplants and bone marrow/peripheral stem cell transplants for breast cancer.

& transpiant provider s participation m the Mississipol Medicaid program is entirely valuntary.  However, if
a provider does choose to participate in Medicaid, the provider must accept the Medicald payment as
payrment In full for those services covered by Medicaid, The provider cannot charge the beneficiary the
difference between the usual and customary charge and Medicaid's payment,  The provider cannol
accept peyment from the baneficiary, bill Medicaid and then refund Medicaid's payment to the
beneficiary, Services pol covered under the Medicaid program can be billed directly to the Medicald
beneficiary,

The Mississippi Medicasd program purchases needed health care services for bensficiaries as determined
under the provision of the Mississippl Medical Assistance Act, DOM s responsible for formulating
program poficy. DOM staff s directly respoasible for the sdminisiration of the program.  Under the
direction of DOM, the fiscal agent & responsible for processing claims, Issuing payments. io providers,
and far notifications regarding billing, Medicaid Policy as it relstes o these factors is initiated by DOM.
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“Division of Medicaid New: Date:

State of Mississippi Revised: X Date: 070404
Provider Policy Manual Current: 0B/01/07
Section: Transplants Section: 28.02

Pages: 2
Subject: Covered Transplant Procedures Croas Roference:

Mizzissiopl Medicald benefils are pravided for the following transplants § the transpiant facilily oblains
prige approval (PA) and satisfies all criteria:

Transplant Procedure Covered PA Required
Cornea Yas Mo
Heart Yas s
Heart/Lung Yen Yes . |
| Kidney* Yes Mo
Lives Yes Yes
| Lung - Single Yes Yos
Lunyg - Bilatecal Yes Yes
Bane Marrow (BMT]) or Peripheral
Hematopoietic Stem Cell (PSCT) Yas Yes (Inpatient
Autologous, Syngengic, or Allogenaic and Dutpatient]
Fancraas No_ o
Small Bowel e ¥es

"A kidney ransplant done in conjunction with a pancreas transplant will be reimbursed as a kidnay
fransplant only.

Requesls for prior approval shewld must be sent to the Division of Medicaid's PeesReview Drganization
HPRE} Utiiization Management/Quality Improvernent Oroanization (UMIQIC). Physiciane Providers ase

urged-to shoukd submit thelk requests as soon as it Is determined that the patiest beneficiary may be a
potential candidate for trenspiant.

Al-transslant Transplant benefits are conlingent upan all of the following:
= Tha The baneficiary's continued ehigibility far Missssippl Madicaid
s the The beneficiary's application for the transptant baing approved by DOMERRED the UWCHD
=—all All inpatient days basng certfied by BOME PRS the UMD
=—alt All conditions of third party liability procedures being satiafied

=i All providers of sesvices complating requirements for participation in the Mississippl Medicaid
program—albclams-beirg-opmpleted - sccoeding-to-the-requirements-of-the Mississippl-Modicald

prEgeam
+ Al claims being compieted according to the requirements of the Mississippi Medicaid program

«—all Ml charges, both facility and physician, relating lo procurement/slorage must-be bejng billed
by the transplant fecifity on the UB82 current UB claim form weder with the appropriate revenue
code(s)

Provider Policy Manual Transplani Sectlon: 28.02
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«—ihe The transplant facility providing appropriate medical records, progress or outcome reports &8
raquestad by DOM, the FRE UMCIO or the fiscal agent

=tha The transplant procedure being performed at the requesting transplant facility

All terms of the Mississippi Medicaid program, including timely claims filing requirements, are
applicable.

Approval-will-not-be-given-foe:  Transplant procedurss/sacvices sublect to denial include, byt are nof
limited to the fodlowing:

* =aneplast Transplant proceduras/services for-which when medical nacessity has nol baen proven

»  fransplant Transpiant procedures/services performed in & facdity not approved by DOM,

s —inpabent Inpatient or eulpatient admissions for transplent proceduresiservices an-wiksh when
carfisatan-arre-eerlification-s-net-chiained-from-the- PROUMGHD not certifiedre-cerified by

Pravider Policy Manual Transplant Section: 28.02
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Division of Medicald Meow: Date:

State of Migzissinpl Hlﬂ;-:l: X Date:
Provider Fn[l:r Manual Currant:
Section: Transplants Section; 28.02
Pages: 3
Su Heart T, nt Cowve Criteria Cross Reference:
Age

Less than 66 years of age

Ferformance Status
Mew York Hearl Association NYHA (NYHA) Class (Il or IV on maximal medical therapy

Compatibility

Conzistent with the transplanting factity's blood and tissue-type compatibility standards

Infactions

Controlied for & least 48 nours pror 1o (ranspdand

Pulmonary
FEV of =1.5 lites

PYR of <3 Wond units (if =3, prior 1o vasodilators, <3 after)
Pulmonary artary systolic pressure <65-70 mm Hg

Other Organs

Absence of imeversible and severe end organ dysfunction (hepatic, renal, perpheral vascular, or
cerabrovascular), refractory hyperiension, or unoontrolled malignancy

Psychosocial Evaluation

A paychosocial evaluation has bean performed for the adult patiest candidate or, if the patient candidate
i a child, for the family. with the following resuits:

" ictbie slinatit . - TR 15 |
Candidate’s peychialric disorders, if presant, are being treated

» ihe-patients Candidate's social support system has been evalualed and found to be adequate

= the-palleal Candidate has no previous history of signficant non-compliance to medical treatment

Provider Pollcy Manual Tranzplant Section: Z8.03
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= Al other regiments have been allempled o considerad and nore will prevent progressive
disability andfor death

= The candidate andior guardian legal representative understands the transplan! risks and benafiis,
givas informed consent, and has the capacity to—and-will gnd is willing to comply with nesded
carg, including iImmunosuppressive therapy

= The candidate has been consdead-andapproved by the seaters ransplant review team

. Li sludi Ve n_compieted for HIV, Hepatitis (A. B. and C).
Cylomegalgvirys (CMY), and Vancela

——reaatitis-A-(F serotcgy-dossnobirticabaammuniy)
Hepatitis B-{if saroi | T i)

& PO AL
« —nfiuarsa {yearly for candidates)
- izations hawe ini 5 follows,
F Al Immunizations for children age two (2} o six (6) are up-to-date in accordance wilth he
ﬂw&m&ml mmended ch on stheduls developed and endprsed
by the Advisory Committee on Immunization Practices (ACIP), the American Academy of
Pedigirics (AAP), and the American Academy of Family Physicians (AAFP)
~ H iti i dosrs not ind immur
# Hapafitis B (if seroloay does nel indicate immunity)
Provider Policy Manual Transplants Section: 28.03
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7 Pneumococcal
#  |nfluenza (annuglly)

c Di Inclusion Criteria

Specific disgnostic iInclusion crifara include Asy any of the foflowing conditions that-s if expected to limit
the patiest's candidata's survival rate to less than twetve {12) months:

#  Congestve, resiriciive, or ischemic cardiomyopathy, or
«  Walvular, congenital and other organic heart disease, or
= Recurrent and rafraciory ife-threatening ventrioular dysrhythmias, or

#« Refractory savers angina peclores

Exclusion Criteria

Exclusion critera include the followino:
=  activa Acllve chemical dependancy (drugs or alcohol) within the preceding =ix (8} months
= aclive gastreitastingl Gastrointestinal hemomhage

= severe Severe and ireversible pulmonary (ex; FEV1 < 1 liter} or other non-cardiac organ
dysfunction

= rmeeent Recent or unresolved pulmonary infarction {not embalism)
= inabilty to comply wah-peslransplast-ropmen
& unsorrectable Lincorectable sbsence of ap essenfial psychosoclal suppart system

» unmanageable Unmanageable psychiatric disorder felt to significantly compromise compliance
with postbarspant the post-transplant regimen

= HIV

Heapalills B or Hepalitis C
reratigRanny (oiherthao-shabwitbip-tha-past-fea {6} pears

Provider Policy Manual Transplanis Section: 28.03
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Division of Medicaid
State of Mississippl
Provider Policy Manual

Section: Transplanis

—_— =

Mew:

Revised: X
Currant:
Sectlon: 2B8.04
Pages:

Bata:
Date: 0710404
gloirar

Subject: Bone Marrow Transplant Coverage Criteria Cross Referenca:

Age

Less fan 58 years of age for allogeneic (<68 I fully matched sibling donor)

Less than 68 years of age for autologous

Performance Status

Kamofsky or Lansky >70 or ECOG <3

Compatibility

Allogeneic HLA-MLC match {1 antigen mismalch accapled)

Infactions

Controlled far 48 haurs prior to transplant
Cardiac

Lefl ventricutar election Fachon >440%.

Pulmonary

FEV1 of =50% of predicied
Déco =60% of predicled

Psychosocial Evaluation

A prychosocial evaluation has been performed for the adull patiest candidate or, if the patient candidale

is & child, for the family, with the following rasulis:

s—if-any-poychiairc-disarderis foundte-be-present-in-the-patient—thal-diserderis—being -reated
Candidate’s psychialric disorders, If present. are baing Ireated

» ihe-patiepl's Candidate's social support system has bean evaluated and found to be adequale

» e aatierd Candidate has no previous history of signillcant noncompliznce o medical treatment

Provider Policy Manual Transplants
Page 10f 3
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All other treatments have bean sllempted or considered and none will prevent progressive
disability andior death

The candidate and/or guardian legal representallve understands the transplant risks and benefits,
gives informed consent, and has the capsaoity to--and-will and is willing to comply with nasded
carg, including immunosuppresgive therapy

The candidaile has been considarad-and approved by the saater transplant review team

= |nguire-aboul-immunization etaue-and Hivietatus

s The candidaie’ n hi HIY status has bean oblain

cific D Criteria {Allogeneic BMT or RSC P

»  pawore Severe aplastic anemia

+  pire Pure ervthrooyle aplasia

= myeledyspiasia Myslodysplasia

=  gavers Sevare hemoglobinopathy (ex: sickle call, thalassemia)

* selected Selected Immunodeficiency syndrome (ex: SCID, Wiskott-Aldrich, Chediak-Higashi)

« ganatic Genetic storage diseasa (ex: Hudar's, Morquia's)

& primary Primary amycidosis

o pamoxysmal Parooysmal noclumal hemogiobinuria

= pavarg Severe plalelel dysplasia

= eaute Acute lymphocytic leukemia (In first remission if high risk, at early relapse, or in second
remission)

= asble Acute myelogenous leukemia (in same clinical states as listed for acute lymphocytic
leukemia)

= ghronie Chronic iymphocytic laukama

* chranis Chronic myslogenous: leukemia

Provider Policy Manual Tranzplants Section; 28.04
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Hadgkin's lymphoma (falled first line therapy or faled &t least one standard chemotherapy

redimen)
pan-Hodgkins Non-Hodgkin's lymphoma [failed or responsive to first line therapy or high risk
during firsi remission)

femial  Familial  hemophegocytic  lymphohistiocytosis  (FHL)  also  known as  familial
ervihrophagocytic

Lymphohestiooytosis (FEL)

Specific Diagnostic Inclusion Criteria (Autclogous BMT or BSC P

asdte Acute |ymphocylic leukemia (in firsl remission if high risk, at early relapse, ar in second
remisson)

acte Acute myelpgencus leukemia (in same clinical states az listed for acute lymphocyio
leukemia)

ehsprie Chronic lymphooyic leukemia
chesnic Chronlc mysogenous lsukamia

Hodgkmn's lymphoma (fgr failed first line therapy or f falled a1 least one standard chematherapy
reqimean)

aon-Moggkin's Non-Hodgkin's lymphoma (gither failed or responsive to first line therapy or, If high
risk, disring firsl remission)

= __seursblosiona Nourcblastioma

-nephroblasioma Mephroblasioma

Exclusion Criterla

astive Aclive chemical dependency (drugs or aleghel} within the preceding six (8) menths

HiW

Frsple Multinle myeloma (Mote: a single autologous transplant may be considerad for a patest
beneficiary with newly diagnosed or significantly responsive Dure-Saimaon Stape Il or Il diseass)

braas! Bregst cancer

with tha Et—!raggl_ani rgggn

Facility

Facility is approved for bone marmow or peripheral Hematopoielic stem cell transplants by the Division of
Medicaid, Refer to Sectlon 28,10, Facility Crileria.

Provider Policy Manual Transplants Section: 28.04
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Division of Medicaid Mew: Date:

State of Mizsissippl Rovised: X Date: 06/OHO3
wider Policy Manual Current:
Section: Transplants Section: 28.05
Pages: 3
Subject: Lung Transplant Coverage Criteria Cross Reference:
Age

Single lung — less than 66 years of age
Bilateral lung — keze than 61 years of

HeartLung = less tan B8 vears of aga

Performance Status

MYHA Class I or 1V with rehabilitation patental

Preserved nutritional state

Conststent with the transplanting facility's blocd and tesue-typa compatibility standards

fections

Controlled for at least 48 hours prior to iransplant {unless the infection s limited to the lung to be
removad)

Other srgane Organs

Absence of ireversible and severe end organ dysfunction (hepatic, gastrointestingl, renal, peripheral
vascular, or cerebrovascular), or uncontrolled malignancy

Psychosocial Evaluation

A psychosocial evaluation has been performed for [he adull patest candidate or, if the patiest candidate
is & child, for the family, with the following results:

-—maﬂy-psﬁhm-manmﬂpmm-m-hamsmkme-mml that-disordersebemng-bealad
's ik disor if £ traated

* the-patients Candidate's social support system has been evaluated and found to be adequate

Provider Policy Manual Transplants Sectlon: 28.05
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s thepaliest Candidate has no previous history of significant non-compliance to medical treatment

» All other treatments have been alléempled or considerad and none will prevent! progressive
disability and/or daath

= The candidate andior guardian legal representative understands the transplant risks and banefils;
gives informed consent, and has the capacily o—ard-will and s wiling o comply with needed
carg, including iImmunosuppressive therapy

= The candidate has been considerad and approved by the center's transpiant review team

s farshdbedseme 2 —8 yaars of ags tha PRO
date.

* Bequired serology studies have been completed for HIV. Hepatitis (A, B, and C)
C aualovinus SV, and Vari

Aek-that tha Inllawine memenizalions- be-admirisiared;
o bipgntites A4 serolagedoss pa-iRdicane immnity
= gD e oleg Edaes P IFHGALE imLanity)
o Pensssa|
= Influenza {yeary for sandidates)
=  |mmunizations have been administered as follows
# Al immunizations for children ace twoe (21 1o six (6} are up-to-date in accordance with the

mosl currant recommended childhood immunigalion scheduls developed and endorsed
by the Advisory Committes on Immunization Pract P
Peadiatrcs (AAF), and the American Academy of Family Physiclans (AAFP)

Provider Policy Manual Transplants Section: 28.08
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cifi

W

Hepatitis A {if serology does nol indicate immunity)

E

# Influsnza {anneaiy)

end-staga End-stage fibrotic lung disease unresponsive o allernative therapy with FVE <85% of
predicted,

end-slage End-slage obstruclve lung disease with FVC <25% of predicted.

end-slage End-slage pulmonary hyperiension, either primary or secondary — withaut significant
right hear! dysfunction (unless heart-lung ranspiant planned )

oystie Cystic fibrosis with FVC <40% and FEV1 <30% of predicted.
| Hiootasie, B fiectags

branshopuimonary Bronchopulmonary dysplasia

ablitsrative Dbliteratve bronchiolits

Exclusion Criteria

astive—tebacos—aleohol—or-llegal-drug—dependence Active chemical depandence {(drugs or
aloobof) within the preceding six (683 manths

sterpid Sterod therapy >20mgiday (must be off steroids or weanable from them)
bone Bone marrow fadure of any stem line: RBC, WBC, platelets

EEVEFE SEVEND osteoparosis

eevere Savera chest wall deformity

oashesa Cachexa (body wesght <70% of ideal for height) or cbesily (body weigh! =120% of ideal
for height) in-GF-patients 1 candidates wilh Cysistic Fibrosis

reqreser Recent puimonany embolism or current desp venous thrombosis

wirzl Wiral hepatitis In GE-patien candidates wilh Cysistic Fibrosis
HI

Provider Pollcy Manual Transplants Section: 28.05
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Division of Medlcaid Neaw: Date:

State of Mississippi Revised: X Date: G6/04/03
Provider Polley Manual ‘Currant: oafad07
Section: Transplants Section: 28.06
Fages: 3
Subject; Liver Tr tant Covarage Criterla Cross Reference:
Age

Less than 65 years of age

1 nel @ Liver 4 r
Slane Lner D P
Compatibility

Consizlent with the transplanting facility's bleed and tissue-type compatibility slandards

Infections

Controdled for al least 48 hours prior to leansplant

Cither o Oraa

Absence of severe and rmeversible end organ dysfunction (cardiac, pulmanary, renal, peripheral vascular,
or cerebrovaseular) or uncontrolled extrahepalic malignancy
Psycho valuation

A psychosocial evaluation has been performed for the adull patiest candidate or, if the pabiest candidate
is & chidd, for the family, with the following results:

-—:f—ang—psyemmﬂa—dim-m—iaum—m—mmmi—in- the patiand -t -dhsordes—is-being reated

3 hiatric dizorders, if freated
» Ihe-patiept’s Candidate's sockal support system has been evaluated snd found to be adeguate

&« the-patient Candidate has no previous history ol significant non-compliance to medica! trastmeant

Provider Pollcy Manual Transplants Section; 28.06
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= A other treatments have been attempted or considersd &nd nong will preven! progressieo
disability andfor death

#  The candidate and/or guasian legal representalive understands the ransplant risks and benefits,
gives informed congenl. and has the capacily to—and-will gnd is willing 1o comply with needed
carg, moluding immunosuppressive therapy

*  The candidate has been considered-and-approved by the semiers transplant review team
+—For-shildrendfrom 2 — 6 years-of age-the RO wl ack-whethar-ahildhoad immunizations are up-le

data.

= Required serplogy studies have been completed for HIY, Hepatitis (A, B and C),
Cylomegalovirus (CMV), and Varicells

Ask-thal-thefallowng smmienizatinns be administeosd:

PR
s — Infuenza-Pyaarydor candidatles)
#  Immun v bean ad
» Al immunizations for chidren age fwo (2) to six (6) are up-to-date in accordance with the
most gurent recommended chilshood immunization schedule developed and endarse
by the &mlsmr_wi Commities gn | n Praclices P n Academy of
di e American ! fans (AAFP
- iti if not indicsle mmuni

# Hepatilis B (i serology does not indicate immunity)

Provider Policy Manual Transplanis Sectlon: 28.06
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» Pneumocoges|
F o nfleenza (annually)

Specific Diagnostic Inclusion Criteria

Chronic progressive liver disease, nol otherwise comeclable, Including cirrhosis dee to:
alcoholism (if abstinent al least the prior sl (8) months), chronic bepatitis ©. primary or
secondary biliary disease, sclerosing cholangitis, iInboen error of metabolsm, or other causes

Non-cirrhotic liver failure due to;  biliary atresia, fulminant liver failure, submassive hepatic
necrosis, hepatoblastoma, Budd-Chiar syndrome (ohstruction of the hepatic velns) - if
associated with & reatable disordar

Hapatecoliular carcinoma, 0 conjunciion with chemotherapy, I there is no evidence of
exirahepatic melasiases

Exclusion Criteria

aetive Active chemical dependency (drugs or aleohol} within the preceding six {8 months
asute Acute alcoholic hepatitls
wrserrsstable Uncorectable hemodynamic instability

exlensive eensive Extensive and uncorractable poral vein thrombosis preciuding portal inflow
o graft

axtrabepatis Exlrabepatic malignancy or hepatic malignancy with extrahepatic metastiases
pevera Severs larminal diabatic and organ disease

«  HIW
¢ LUncorractable absence of an essential peychosocial support svslam
= Unmanageabde psychiatric disorder fell to significantly compromise compliance with the post-
transplant regmen
Facility
Facility |s approved for liver transplanis by the Division of Medicaid, Refer to Section 28 10, Faciity
Criteria,
Provider Policy Manual Transplants Sectlon: 28.08
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Division of Medicaid Mow: Date:

State of Missizsippi Revised: X Date: 08/04/03
Provider Palicy Manual Curmant: 08/01/07 .
Soction: Transplants Section: ZB.OT

Pages: 1
Subject: ; itlan Cross Reference:

Foralivpes—olransplanis —maludinghidrey—all Al charges,- both-facditv-and-phyeiclar, (facilily and
physician) relaling to acquisition, whether cadaveric or living donor, must be biled by the transplant
facility on the BBE2 current UB claim form ualr?g II'FE Eppmprrale revenue codes. Transplant-facilbes

M—hm-ﬂ—&awmm-nhﬂg&a l:q M} £l el b frgssslarb-bersliary s MisssainD)
Medomc dentification gas-may-include-expensesfors All claims for charges
related 1o the ransolan ;n_-mﬁigglguﬂ beneficlary's Medicaid wentification

Donor refated charges may include the followlng;
» A search for matching tasue, bone marrow, or organ
»  Danors ransportation
* Charges for removal, withdrawal, and preservation/storage
= [Donor's hospitalization
follow-up Medically necessary follow-up care (ie. oulside of the trapsplant admission) for

Bubrequant
ihe living donor eulside-of-the-ransplant-admisslon; will be coversd only if the donor is a Mississippl
Medicaid bereficiary Inthatcase reutine benslitewill-bepaid. and will be reimbursed as routine benefits

Provider Policy Manual Transplants Section: 28.07
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Division of Medicaid Mew: Date:

State of Mississippl Revised: X Diate: 060403
Pravider Palicy Manual Current:
Section: Transplants Sectlon: 28.09
Pagas: 1
Subject: Prior Approval Cross Reference: Third Party

BOM-wil-determire-the-ameunt-af-reimbursement-and -communioale-with-the traneplant facity foeany
FHBGOSERNY- S aRgentenis:

Guartedy-reponts from-the-fasility andior the-physician-will bo-requested-by the FRO and must be
subtimitod whan regueested.

an@%m&mﬂﬁm (UIM/EIIEN for the Division of Medicaid

i3 responsible for the E'uarga[]gn of l[ﬁ]ﬂl? | facditias in an:gmg e with QQ!.! ggg In addllh:rn, the

LMISIO we :'_ L ediegitaibit

When the UMGIO has completed the review process. the case will be forwarded to D DOk will
datermine final approval or denlal and issue = letter of agreement or denial to Lhe tran Eﬂ!ﬂ[ﬂ; fﬂgmﬂ.
Additiona information on the pri wval gss for obtained by ac i
UMISIO web sits hitp dwww hgom ora, Transplant information i3 covered n the Acute Care Provider
_--I-l-. —-——.——.—"_
Provider Policy Manual Transplands Section: 28.09
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ML@E with Mmlcara st o rrulﬂm_Lmeyﬂa_ﬂamua_m

procassan a5 ofrnss f ] e ulE al'._lal

{ranspiant refated hospital charmes, orior authorization from

of the a fdanlzl by the privae | mirsi i 8]

- M the procedure has been approved but the beneficiary has or is in danger of exhausting benefils,
the URCHT will reviaw the case.
Provider Policy Manual Transpiants Section:28.09
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Division of Medicaid Flow: Dabo:

Siate of Missizsippl Revised: X Date: 070104
Provider Policy Manual Currant: 08/01/07
Section; Transplants Section: 2810

Pages: 3
Subject: Facility Critoria Cross Reference:

The Utlizalion Managemeant and Quality Improvement Organization (LIMAGIO) for the Division of Medicaid

5 responsible for the evaluation of transplant faciities in accordance with DOM policy.

Adult Transplant Facilities

lant Faciliti i g Marrow/Par Cell Transplant Facilii

Forpediatrio-o—bone—marew-ransplan -facliies—which-are-net-reviewed by Medicare standards, - the
Tollowd it | aable:

Th- G- ity il be-requirsd-to-submit-decumentationtevesdy s aliainment-of-al-rocassarny
e

DOM criteris for evalualing pediatric transplant facilies and adult bone marrowperipheral atem cell
transplant facilities are as follows:

t——in-de-avalusben-of-transplant-facliies - he PRO-Fransplant-leam-wilsiiize- Trarspaant s bosbon
sredeniiabng-ard-mlarration-sourses-which-may-irslede-but-willnot-necessarily-be limited 100

Transplant Cedtification, Credentiafing, and Infocmation Sources

= Centers for Medicare and Medicaid Services (CMS) and other regulations
*  United Natwork for Organ Sharing (UNOS) requirements and by-laws
»  Drgan Procurement and Transplant Network (OPTN) regulations

¢ National Marrow Danor Program (MMOP)

Provider Policy Manual “Transplants Section: 28.10
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The Foundation for the Acoreditation of Celiular Therapy (FACT) standards
Cirgan Procureman Organizations (OPD)
Crpanizations of transplant physiclans and surgoans

Peerreviewead transplant artictes and journals

Ha-m-mmm%%m-m.mm.mmm

erbaria;

Medical Criters

Pateni-selestion— The facility must have sdequate—and wrilten criteria for patient transplant
cendidate selection erptars and an a wrillen implemeantation plan

Patiept-management—The faciity must have adequate pateat g_wiitten transplant candidate

mariagameant pens—ard-protogols  panfprofocal thal sekde includes both evaluative and
therapeutic procedures for the waiting period, in-hospital period, and post-ransplant phases of
{reatmenl

Gemmitment—The facility must make a sufficient cammitment of resources and planning 1o the
transplant program to demonstrate the importance of the program at all levels. Indications of this
commimenl must be broadly evident throughout the facility, Tha. facity must use a
multidisciplinary leam ihal includes representatives with experlise In the appropriste organ
specialty (ex: hepatology, cardiclogy, or pulmonology) and the following general areas:
ransplant surgery, wascular surgery, anesthesiology, Immunelogy, infectioss  diseases,
patholegy, radialogy, nursing, blood banking, and sacial services

Experiencea Criteria
HHthH—a#—kﬂﬂﬁﬂl-amﬁ-anu—mmmLmHs—
The faciity facility's volume of fransptants and survival rales must demonsirale both experience

and success with clinical solid organ and bone marow (Including peripheral stem  cedl)
transplantation. The facility staff musl have performed & reasonable number of successful
transplants for each organ type for which DOM approval is sought. For example, according to the
useful benchmarks enumerated in CMS' revised "Criteria for Medicare Approval of Transplant
Centers™ of July 26, 2000 the transplant center may generally be expected to have performed:

¥ 12 Twalve (12] or mare haar transplants per yaar with actuanal surdival rates of 3% at
1 gne {1} year and 65% at 2 lwo {2 years

# 42 Twelve (12) or more liver transplants per year with actuarial survival rates of 77% at 3
one (1} year and 60% at 2 two (2) vears

# 10 Ten (10} or more lung transplants per year with acluarial survival rates of 59% al 3
ons (1] vear and B2% at 2 bwo (2] vaars

# Small bowel transplant facilities (which are not included in the July 26, 2000 publication
noted above) should generglly have performed 348 tan (10) intestinal ransolants, whether
or not fransplanted in conjunction with another organ, with a demonstrated 4-year one

Provider Palicy Manual Transplants Section: 28.10
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vaar aciuarial surdval of at least 65% using the Kaplan-Meser technigue

Flat—
The facllity must provide documentation o support the current competence of its fransplant
physicians and transplant surgeans, and, 7 requested, ts organ-specificand general clinlcal staff.
The gualifications and rangpiant exparience of transplant physicizns and surgeons specified by
UNOS (UNDS bylaws Appendix B — Il {2): Liver; (4); Heart; and (5): Lung and Heart-Lung) wil
be considered appropriate for each specified organ transplan program

Admintelrative Criteria

Srgar-precuresnart—The facility must be an active member of the OPTHN as—ss-appraariste
argan-transplant—acility-and abide by s approved rules.  The facility must atso have an
agrsamant with an OPO,

Laboralosy —servieas— The faclity must make avalable, elther direclly or by specified
arrangements, &l laboratory services needed fo mesl the needs of fransplanl patiests

candidales/recipiants,

Maistenarse—of-dala— The facility must agree lo mainlain and, when requested, periodically
submit clinlcal data, nciuding preserbfication pre-cerlification, concurrent review, and other
requested information to DOM or 1o 1= RRO UMD
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Division of Madicaid M Data:

State of Mississippi Rovised: X Date: 12/01/04
Provider Policy Manual Currant: m]ﬂz_
Section: Transplants Section: 28,11
Pages: 1
Subject: Transportation/Lodging Cross Reference: Ambulance B.04-
BAG and MET 12.04-12.47
NonEmemonty Tiansgoriati
[ =2 (NET} 12.0
Transportation

Farsdorsstoron-rensparlation-sb bersfivisriss refertpdne Amadanos Saection, 8 01-3.16 and the HET
Refer to Ambuiance, Sedlion 8, and Non-Emergency (NET) Transportation, Secticn 12, in this manual

Lodgin

'+

lafermabion-on-bod .. N Ly ngila - 20—
Refer to Mon-Emergancy (NET} Transportation, Section 12, in this manyal,
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Division of Medicsid Maw: Date:
Date:

State of Mississippi Revised: X GRS

Provider Policy Manual Current: 08/01/07

Saction: Transplants Section: 28.12

Pages: 1

5 ! Homa th Sarvices Cross Referance: Homa Haalth
The transplant-pabient-who-sca-Medicad -borefisiary-may receive rodline-bhome haalth-besefils available
le-any-Medieaid-beneficiary. Transplani beneficiaries may be eligible for Home Health benefils.
Whafm—haaﬂh—hammn—umm—m e ba-assantially

Elanizal
Rafar fo aH h i
Provider Policy Manual Transplants Section: 28.12
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Division of Medicaid e Data:

State of Mississippi Revised: X Date: 08/04/03
Provider Policy Manual Current: O801/07
Section: Transplants Section: 28.13

Pages: 1
Subject: Immunosuppressive Treatment Cross Reforance: 31.0

Forthoen bapaliclarios whe-have- immunesdppressive-tharapy coverageibracsh Modisare Madisare s
seAsdarad-primary coverageand Modisald-sresponsibledos somsurmanss-ard-thae deductbis.

Fefar to the-ausrent-Pharm rr.dmg.ﬁ_ﬁgmgd_h.l’l

Medicald. Pharmasoy, Saclion 31, in ;I-_r|§ mantal,

MNote: DOM is only responsibie for colnsurance and deductible for dual sboible (Medicare and Medicaid)
beneficiaries.
Provider Policy Manwal Transplants Section: 28.13
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Division of Medicaid MNow: Date:

State of Mississippi Revised: X Date: 06/01/03
Provider @ Manunal Currant:
Section: Transplants Section: 28.14
Pages: 2
Subject: Documentation Requirements MMrm

E—Wﬂ-ﬁ*ﬂtﬂ-ﬂﬂd—hﬂmﬂb rﬂgmms :anl:l-iﬂws-

lﬁ—mﬂm—f&#ﬁﬂ#—tﬂﬂﬁﬂ—&ﬂﬂwtﬂwﬂ
Medicaid, -prowede - e S

] 4 ; EEEREN HHErEEI-HIlﬂlH—H'I&dEHmHuhmﬂth
mwm—%mm—mm“tmmmmm

Al a mimmum, Transplant medical record documentation must contain e fofowing on each beneficiary:

3 conprehessive Comprabensive history and physical assessmentireporwhich-nsludas—bul-is
nod lemited-fo-tha -following-

¢« dooumeniation—oftreatrmests Treatments rendered that were unable to prevent progressie
dizabiily andfor death

= documestabionof-the-ourant useor-usa-lpthopael si{Bl-mentbs Use of tobacco, alcobod,
andior illegal drugs currently or within the kast six (8} months

* dosementation-of-the-absadse Absance of severe and imsversibie organ dysfunction in organds)
olher than the organ(s) being transplantad

= alrelevanl- Relavant diagnostic studies (ex: x-rays, lab reporis; EKG reports, pulmanary function
sludies, pesychosocial reports, nutritional eveluation, performance staties) and the resulls of the
studies

¢ docsmentabios-and-cosmult-repods Reports, consulls or ather documentation to substenfinte the
transplant including documentation of apprevalforthe transplant approvel by the center's
transplant review leam

v gapy Copy of signed informed consent farm

s—refer-to-HospiiaHapalient—Sastion 2515 for furhec_dosumantistion regusamants relaiad-to-the
\ PP

In_addition to the general requirements noted abowve, providers should refer (o documentation
mmﬁmwm;ﬂm General Policy, Seclion 7.0% Hospital

Inpatient. Section 25,15, and Hospital Qutpatienl, Seclion 26.10

BOM, tho-peorreview-organization-soniractor requires-that allb-ray-images-{films, digital images,
eic.) be accessiblo-at-all-times forreview, In-addition DOM-requires-that the films or- imagos bo-of
such guality thatthey can-be-cleariy-intarpratad,

Provider Policy Manual Transplants Section: 28.14
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..... - )

—proyadad — The

ining documerdation ioqustfy-the-caraces-pro

DO andior fiscal sgent Dave-tha -awnoniy -0 reguesd-ary- athan Ceconee—a-aay - e - Lo-soaiuck-a
PSS G FHE L TR 2

raprasontation-of o material faot-in- any-application for Medicald bonefits or Medlcald paymonts
may be prosecuted under tedosal-and-ststeoeminal - laws. - Adnize-atdesistion gan-resul-in civil
monelary-penallies as-wellas fines-and-may-automatically-disgualify the provider as-a provider of
Medicsid-sarvices,
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Division of Medicaid Mew: Date:

State of Mississippi Revised: X Date: 0610403
Providar Policy Manual Currant: 08/oi/o7
Saction: Transplants Section: 2818

Pages: 1
Suhbject: Third Party Liabifity Rocovory Cross Refaerance: Third Parly

Recovery &-1-8.06 6.0
F Medicaid S

[his_includes bErIﬂ!ErlEﬁ '||'|.'|1EI are Mmlmrﬂm;ﬂ [guﬂ] g{i_rut!g Hﬁﬂl’_m Third Pw
Recovery, Section G, in this manual,
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Division of Medicald New: Date:

State of Mississippi Revised: X Date: 060403
Providar Fnllg Manual Current: — 0801707
Section: Transplants Sectlon: 2B.AT

Pages: 1
Bubject: Dusal Eligibles Cross Reference:

Benaficiary Information 3.0
= — 110 A

FoarFanspiant-grocedures-eavered-by- Medicare. Mediosid-will-pay-the-deductibla—apd/orco-nsurancs.
Pl as e MEhsii s e lbe e aopacalble alass atharwiss sneniad by the Divison ot Medicad

Mm}ﬂf_ﬂ—uﬂ_‘ﬂ_iﬂﬂ_ﬂlﬂw fles who_ara Medicare/Med et 1o Thie. Bariy Listlis

Becovery, Section 6, in this manual.
Providers ma i i [ apnvices not mmrad hn.-' J'u'ladl::.are if the regson for the
athiar than for medsoal necessil TALL: =i a e e
M&wﬂﬂﬂhﬂmﬂm Ftafar ln Eu_,g! w nf F"EI'FSDI'IE. Section 3.1, in
this megnual,
Provider Policy Manual Tranzplants Saection: 2817
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Divislon of Medicaid Mew: 4 Date: -07104/04
Stnte of Mississippi Revised: X Data: 0B/0A/OT
Providor Policy Manual Currant:

_!-"'l'-'——
Section: Transplants Section: 28.18

Fages: 3
Subject: Small Bowasl Coverage Criteria Cross Referonce:
Dafinitions

These The follfowing criteria deab-with apoly fo small bows! (or intesting!) transplantation, whether
performed as a solitary procedure (SBT); or performed i conjunction with Ives (SBILTY or with stomach,
duodenum, and pancreas, with or without liver (SBIMVT) transplantation.

General Inclusion Criteria
The-generalindications Indicalions for SBT are inclyde the combined prasence of:
» Thae loss or absance of sufficient absorptive capacity of the intestinal tract to support lIf€, and
& The demonstrated failurs of fotal parenteral nulrition (TEN)
Concomitant liver or mullivisceral fransplantation can only be madically justfied by documentation of
saverg and irreversible damage to the individual oraganis) o be replaced.
Age
Less lhan 65 years of ape

Compatibility

Consistent with the transplanting facility blood and fissue-type compatibdity standards

Infections

Controlled for at least 48 hours prior to ransplant

Other Organs

Absence of severe and ireversible end organ dysfunction (cardiac, central nervous system, pulmanary,
ranal, peripheral vascular or cerabrovasoudar)

Psychosocial Evaluation

A psychosocial evaluation has been performed for the adull patiest candidate or, I the patiest candidate
s & child, for the family, with the folowing results:

= iHany peychialte disseder-isfound 1o be presentip-the-pationl {hat disorder is-being treate

= C j '5 ps’ disorders rn ing freated

Provider Polloy Manual Transplants Section: 28,18
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»  thepatient's Candidate’s social support gystem has heen avaluatad and found o be adequate

= the-pabent Candidale has no previous history of significant non-compliance to medical treatment

« Al other treatmenis have besn altempted or considered and none will prevent progressive
disabllinty andiar death

= The candidate and/or guardian legal representative undessiands the ransplant risks and benefits,
gives imformed consent, and has the capacity te—anad-wdll and is willing o comply with needsd
care, including immunasuppressive therapy

* The candidate has been considered-and approved by the ceaters transplant review team

s Forchildrendfram-2—B-years-of-age: the PRO-will-ask-whather childhosd-immunizations-are up-to

W

* RBegured serology studies have been completed for HIV., Hepatitis (A B. and C),
Cyvtomegaiovirus (CMV), and Varicshia

: e i s
«—Hepatitis A {if serology does rot ndicate immunity)
= —Hepativs-B(if serology does-pot eicate smmunity |

+ —Prgumnoncoal
—{rflenza (veary-for condidates)
*  Immuynizations hawve been administered gs follows
Al immunaxations for children age fwo ;2] Io &ix {61 are up-io-date in acoordancs '.w;g the
[ n recommeanded chi schadule d
Provider Policy Manual Transplants Section: 28.18
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by the Advisory Committes on Immunization Practices (ACIP), the American Academy of
Pedialrics (AAP), and the American Academy of Family Physiclans (AAFP)

# Hepatitis A (if serology does not indicate immunity)
# Hepatitias B {if serology does not indlcate immunity)
F Preumocogcs|

rInfluenza {annual

Specific Diagnostic Inclusion Criteria

Severa and irrevers:ible intestinal insufficiency, congenital or acquired, Including, but nat limited to the
fallowing causes.

« |ntestinal atresia *  Chronic intestinal pseudo-ohstruction
= Gastroschisis v Splanchnic vascular ceclusive disease
#  Microvilus involution disease e |nflammatory bowal diseaze

(nfractable diarrhea af infancy)
s Post-traumatic {including surgioal) short
»  Yalvulus bowal syndrome
= Mecrofizing enterocolitis « Radiation enferitis
And AND
Failure of Total Parenteral Nulrition as documented by
= Overtor impending liver failure due o TPN-Induced hepatic injury, or

= Thrombosis of two or more central venous channels: jugular, subciavian, femoral, or

= Twoor more episodes of TPN catheter-induced sepsis in a vear or a single eplsode of line-
ralalad fungemia, or

» Freguent episodes of detydration due to uncontrollable and high volume lass of flsids through the
gastrointestinal irac

Exclusion Criteria
« aabve Active chemical dependency (drugs or aloohol) within the preceding six (8) months
= Profound and progressive neurological dysfunction, e.g., Tay-Sachs
* Mon-correctable nan-gastrointestinal disease with a lethal prognesss

* Congenital immunodeficlency syndrome

Provider Policy Manual Transplants Section: 28.18
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= Achve luberculosis or aclive segpsis
»  Theupesesrectable Uncorrectable absence of an essantial psychosocial support systam

» AR —uprrassgeable  Unmanagesbla psychiatric  disorder felt to significantly  compromise
compéiance with post-tranapiant the post-iransplant regimen

= HIV

»  Sysiemic malignancy

Facil

Facllity Is approved for small bowel transpiants by the Division of Medicaid Refer o Section 28.10.
Eagility Criteriz,
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